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the ultrasonic scalpel, but also recognizing that gravity could be utilized as a "retractor" by placing the patient to some degree in the right lateral decubitus position. The present authors are to be congratulated on their technical expertise noting that they did not find it necessary to convert any patient to an open procedure. This has not been our experience, and the literature would suggest approximately a 10% conversion rate, ranging from 0 to 25% (2) . Seemingly, most influential in this regard is the size of the spleen, the presence of significant obesity or intra-abdominal adhesions. Most series have been exclusively limited to or predominantly patients with immune thrombocytopenic purpura (ITP), where the spleen is normal size or very mildly enlarged. Clearly the technique of laparoscopic splenectomy falls within the ability of surgeons with advanced laparoscopic skills, but a definite learning curve exists, leading to an early conversion rate of nearly 30% in one series (6) . Moreover, operative times in excess of 8.5 hours have been reported (4) . Interestingly, in contrast to the most common complication of open elective splenectomy-pancreatic injury, the principal risk cited for the laparoscopic approach is one of bleeding as the splenic hilar vessels are transected. This has led some surgeons to investigate the use of preoperative splenic artery embolization (5) . Also specific to splenectomy is the risk of rupture, not only of bleeding, but of causing splenosis from spilled fragments and the resultant late failure from a hematologic perspective. Once the spleen is successfully detached intra-abdominally, it is placed in a bag, then morcellated within the bag to allow removal without spillage through a reasonably small incision.
In the series of 26 patients by Meyer et al. (8) technical facility is clearly demonstrated with a satisfactory mean operative time of just over 2 hours, no mortality or conversions to an open procedure, and a mean blood loss of about 500 ml. However, one must infer that an assessment of longer-term benefit from splenectomy must imply a lack of splenosis from intraoperative rupture, or missing an accessory spleen (7). In the absence of a randomized trial, an unlikely possibility now that the success of laparoscopy has been publicized, other measures to make such a determination must be defined. Possibilities seem limited to a nuclear spleen scintiscan to detect any functioning splenic tissue, or clinical assessment compared to usual results. The authors of the present study chose the latter. Platelet counts above 100,000 of steroids should be achieved in 75 to 80% of patients with ITP (1, 3) . In the present series (8), 9 of 15 (60%) patients with ITP met this criteria, whereas 3 still required steroids and 3 others were failures. In 1 patient an accessory spleen was found intraoperatively, 2 were identified with preoperative ultrasound, and 2 necessitated reoperation for excision. With only a 60% success rate according to the above criteria, perhaps an even higher percentage of patients still have residual splenic function. If so, further questions would be raised such as whether preoperative imaging studies, with added cost, should be utilized to identify accessory spleens. From this study the longer-term efficacy still remains a question in my mind.
Following the introduction of !aparoscopic splenectomy in ! 99 !, nearly 400 cases have been recorded in the literature attesting to its safety and efficacy, adding it to the growing list of surgical procedures that afford patients the well-recognized benefits of ;v_.Jnimaiiy invasive surgery. The study by Meyer et a!. (8) seeks to provide evidence that the laparoscopic approach is at least equivalent to the open approach specifically with regard to sustained improvement in blood counts, the purpose of the splenectomy. Several other issues specific to laparoscopic splenectomy deserve consideration as welt.
As with many laparoscopic techniques, the actual operative technique evolved concurrent with technologic advances such as
